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Available online 19 June 2015AbstractEmphysematous pancreatitis is a rare variant of necrotizing pancreatitis and can be detected easily on computed tomography (CT). In stable
patients, surgical intervention is likely to be delayed until conservative management has been attempted and has failed. Rapidly deteriorating
manifestations and gas bubbles in and around the pancreas on CT are findings suggestive of infected pancreatic necrosis, and early necrosectomy
may be indicated in such cases. We herein report the case of a 61-year-old woman with a history of diabetes mellitus and gallstones who
presented with general soreness, vomiting, decreased urination, and abdominal fullness for three days. The findings on CT suggested a diagnosis
of emphysematous pancreatitis. Hence, vigorous fluid resuscitation and intravenous meropenem administration were started immediately. The
patient received a laparotomy and focal necrosectomy with closed lesser sac lavage and drainage on the next day. She recovered successfully and
was discharged after one month. The early presence of gas in and around the pancreas on CT possibly implies secondary infection, and in such
cases, surgical intervention should be considered.
Copyright © 2015, Taiwan Society of Emergency Medicine. Published by Elsevier Taiwan LLC. All rights reserved.
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Emphysematous pancreatitis (EP) is a rare and life-
threatening necrotizing infection of the pancreas that is asso-
ciated with gas-forming bacteria from the bowel; this condi-
tion has a high mortality rate. The infection is most commonly
attributed to gram-negative organisms such as Escherichia
coli, Klebsiella spp., Pseudomonas spp., Clostridium per-
fringens, or Enterococcus spp.1e3 Alcohol intake is the most
common etiology of emphysematous pancreatitis.1 Surgical
intervention is usually delayed as long as possible and is only
reserved for deteriorating patients in the intensive care unit.1,2
However, infected pancreatic necrosis, as indicated by gas
or proven by fine-needle aspiration (FNA), is one of the in-
dications for surgical intervention. We herein report a rare case
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2211-5587/Copyright © 2015, Taiwan Society of Emergency Medicine. Publishedvigorous fluid resuscitation and early open necrosectomy on
the fourth day after symptom onset, successfully recovered,
and was discharged after one month.2. Case report
A 61-year-old woman with a history of diabetes mellitus
and gallstones presented to the emergency department (ED)
with general soreness, nausea, vomiting, decreased urination,
and abdominal fullness for three days. She had no history of
any prior abdominal surgery or alcohol intake. She had a
temperature of 35.2C, heart rate of 126 beats/min, and blood
pressure of 67/44 mmHg. On examination, the patient had
diffuse abdominal tenderness. An ultrasonography revealed
ascites, and a kidney, ureter, and bladder radiograph showed a
mottled gas shadow occupying the left upper quadrant region
(Fig. 1). Computed tomography (CT) of the abdomen
demonstrated air outlining the body and tail of the pancreas
along with ascites (Fig. 2). Laboratory results indicated the
following levels: white blood cell count, 18,500/mm3 6 withby Elsevier Taiwan LLC. All rights reserved.
Fig. 1. A radiolucent halo was located at left subcostal area (arrowheads) on
KUB.
Fig. 3. A followed CT after necrosectomy revealed liquefactive necrosis of the
pancreas (arrows).
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dL; creatinine, 3.6 mg/dL; serum glucose, 416 mg/dL; lactate
dehydrogenase, 392 U/L; aspartate aminotransferase, 291 U/L;
C-reactive protein, 242 mg/L; and lipase, 15556 U/L. Ranson
score was 5 on admission and remained at 5 within 48 hours.
Vigorous fluid resuscitation was started immediately in the
ED. Intravenous meropenem was also administered for two
weeks. Considering that the patient had septic shock and that her
modifiedGlasgow scorewas 3 on admission (age, 61 years;white
blood cell count, 18,500/mm3; serum glucose, 23.67 mmol/L),
the patient received a laparotomy and focal necrosectomy with
closed lesser sac drainage on the next day, and was transferred to
an intensive care unit. Acute respiratory distress syndrome
developed on the fifth admission day. The ascites culture was
positive for Klebsiella pneumoniae and Stenotrophomonas mal-
tophilia. Two days after surgery, the serum lipase level decreased
to 170 U/L. A follow-up CT at three weeks revealed pseudocyst
formation (Fig. 3). The patient was extubated successfully and
discharged from the hospital after one month.Fig. 2. CT showed extraluminal air surrounding the pancreatic body and tail
(arrows).3. Discussion
EP is a rare variant of necrotizing pancreatitis and can be
detected easily on CT. Although some features may be sug-
gestive on radiography, such as a bizarre or mottled gas shadow
occupying the epigastric region, CT is much more sensitive and
is the modality of choice to detect this life-threating condition.
The current management trend for infected pancreatic ne-
crosis is usually conservative. Surgical intervention is delayed as
long as possible and undertaken only in patients who continue to
deteriorate despite conservative management.1e3 In a series of
11 patients with EP, surgical intervention was performed an
average of 28 days after the onset of pancreatitis.1,3 However,
secondary infection of pancreatic necrosis is one of the most
important leading causes of morbidity and mortality. Although
the presence of gas in the setting of severe acute pancreatitis is
not pathognomic for infection, the early presence of gas in the
course of acute pancreatitis should raise the suspicion of sec-
ondary infection and prompt the decision of early necrosec-
tomy.3,4 In our case, open necrosectomy and lesser sac lavage
were performed on the second admission day. After surgery, the
lipase and creatinine levels decreased markedly to 170 U/L and
0.7 mg/dL, respectively. The hospital stay duration was even
shorter than that in a previous study1 (median duration, 46 days).
Although the timing of surgical intervention remains contro-
versial, surgical intervention may improve the prognosis of EP.4
In conclusion, the early presence of gas in and around the
pancreas on CT scan possibly implies secondary infection, and
surgical intervention should be considered in such cases.
Moreover, fluid resuscitation and broad-spectrum antibiotics
are crucial for a better prognosis.
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